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Abstract
This cross-sectional survey examines probation officers’ attitudes towards offenders with
mental illness (OMI) using demographic data and the Community Attitudes Toward the
Mentally Ill (CAMI) scale, following community demonstrations for systemic criminal
justice reforms in 2020. Results indicate officers exhibit elevated attitudes of
Benevolence and Community Mental Health Ideology towards OMI, which indicates
fewer stigmatizing beliefs towards OMI than previous research. Implications for practice
and future research are discussed.

Keywords: probation officers, offenders with mental illness, Community Attitudes
Towards the Mentally Ill (CAMI), mental health stigma, nonparametric statistics
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An Examination of Probation Officer Attitudes Towards Offenders with Mental Illness
According to the Bureau of Justice Statistics (BJS, 2018), although recent trends
demonstrate a modest decrease in incarceration overall the rate of individuals
incarcerated from 1980 to 2016 grew significantly. A disproportionate number of these
individuals are racial and ethnic minorities (Nellis, 2016). In fact, in the Sentencing
Project’s special publication The Color of Justice: Racial and Ethnic Disparity in State
Prisons, Nellis (2016) documents rates of incarceration among African Americans at five
times that of Whites, and Hispanic individuals at 1.4 times higher than Whites. Further,
the increasing rates in incarceration over the past 40 years coincides with deinstitutionalization of individuals with serious mental illness, resulting in more
individuals with mental illness who are unable to access mental health services being
housed in jails and prisons than in hospitals (Torrey et al., 2014). Recently, the public has
become more aware of these systematic racial/ethnic biases within the criminal justice
system, as evidenced by large-scale national protests calling for police reforms related to
systemic bias towards racial/ethnic minorities and individuals with mental illness or
disability (Doubek, 2017; Hargrove, 2020; King, 2016; Kaur, 2020; Tan, 2020; The
Associated Press, 2020; Treatment Advocacy Center, 2015). The purpose of this study
was to examine the attitudes of probation officers (POs) towards offenders with mental
illness (OMIs) during this period. Implications for counselors in light of the findings are
discussed.
Offenders with Mental Illness
Racial/ethnic biases may be further compounded for those offenders who also
suffer from mental illness, because minorities and those from lower socioeconomic (SES)
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backgrounds are both populations who are less likely to have adequate access to mental
health (Rowan et al., 2013). This is significant given that offenders with mental illness
(OMI) recidivate at twice the rate of those without mental illness. Indeed, 30% of OMIs
are re-arrested within three months and over 60% within three years of release (Cullen, et
al., 2012; Torrey, et al., 2017; Wikoff, et al., 2012). Therefore, management of OMI in
the community is a significant issue which probation officers (POs) must address. A
significant aspect of dealing with such individuals requires POs to appreciate the unique
challenges OMI face. For instance, it is well-documented that OMI encounter negative
stigma, including additional barriers to community integration such as discrimination in
housing, healthcare access, education, and employment, which further complicates the
challenges they must overcome to successfully reintegrate into society (Clear et al., 2001;
Pager, 2005; Pogorzelski et al., 2005; Schnittker & Bacak, 2013; Varghese, et al., 2010;
Wakefield & Uggen, 2010). Community members’ stigmatizing beliefs about OMI could
be further compounded if POs hold similar beliefs.
Goffman’s (1963) seminal work defines stigma as a process resulting in
individuals being rejected by others based on certain characteristics, such as being an
offender or being a person who suffers from mental illness. In fact, research indicates that
both offenders as well as those with mental illness suffer the effects of negative
beliefs/stigma held by the general public (Rade et al., 2016). This is supported by a metaanalytic study of 19 articles including over 9,000 participants, which found the public
holds negative attitudes towards ex-offenders, which can prevent offenders from
successfully reintegrating into society (Rade et al., 2016). In addition to the general
public, individuals in healthcare with whom OMI must interact to access needed mental
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health services exhibit stigmatizing attitudes towards this population (Desai et al., 2019;
Jang, et al., 2009; Ross & Goldner, 2009). Further, research indicates that negative
attitudes towards OMI are more prevalent when the individual has a substance use
disorder (SUD) or anti-social personality disorder, which are both common among OMI
(Jagdeo, et al., 2009).
Influence of Probation Officers
Most people under correctional supervision in the U.S. are probationers (Eno
Louden et al., 2018), making POs critical in the delivery of care for OMI in the criminal
justice system. Probation officers’ input is utilized in making dispositional decisions in
specialized mental health courts, in the delivery of community programs, and in
accessing mental health resources (Bayens & Smykla, 2013; Butts et al., 2012; Callahan
et al., 2012; Mitchell, 2011).Since POs have a significant impact on OMI it is important
to note that multiple studies indicate that POs commonly believe that OMI are more
dangerous than other offenders, even when the evidence contradicts these beliefs
(McGinty, Webster, & Barry, 2013; Eno Louden, & Skeem, 2013; Epperson et al., 2014;
Skeem et al., 2003; & Skeem et al., 2014). This is compounded by beliefs that expending
resources on OMI’s treatment is wasteful when resources are limited (Smith &
Schweitzer, 2012; Kesten et al., 2012). This could result in officers failing to refer OMI
for services, which are needed to support their mental health. As such, OMI are more
likely to recidivate.
Further, when OMI violate probation orders, research indicates that POs who hold
stigmatizing attitudes consider OMI to be higher risk than offenders without mental
illness, and the PO subsequently employs more punitive consequences (Eno Louden et
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al., 2018; Ricks & Eno Louden, 2015; Skeem, et al., 2007). This holds true even when
compared to non-mentally ill offenders classified at the same risk level as OMI (Eno
Louden et al., 2018; Ricks & Eno Louden, 2015; Skeem, et al., 2007). Additionally,
despite research indicating that these punitive actions result in poorer outcomes for OMI,
this knowledge does not change the more punitive consequences POs give to OMI
(Manchak et al., 2014). Unfortunately, multiple studies indicate that inappropriate
interventions that tend to worsen mental health symptoms are a common experience for
this population, stemming from stigmatizing beliefs about OMI held by POs (AbuDagga
et al., 2016; Batastini et al., 2018; Berryessa, 2019; Knettel et al.,2018; Loeb et al., 2012;
Rade, et al; 2018; Wells & Schafer, 2006).
If POs allow negative stigma towards OMI to result in the neglect of the mental
health service needs of OMI, it is reasonable to conclude that they are violating the
offender’s 8th amendment constitutional rights to due process. This would be because
OMI are theoretically being punished for their mental illness in being subjected to
circumstances that have been shown to lead to higher recidivism rates (Campbell v. Beto,
1972; Corby v. Conboy, 1972; Freeman v. Lockhart, 1974). OMI also have a 14th

amendment due process right to treatment if civilly committed, as sex offenders are in
some jurisdictions (Rouse v. Cameron, 1966). Although not all OMI are civilly
committed, they are none the less under the supervision of the court. Therefore, it is
reasonable to conclude that failure to provide treatment while incarcerated or failure to
connect OMI to community based treatment when on probation may be a violation of
their 14th amendment due process right to treatment, as well (Estelle v. Gamble, 1977;
Martarella v. Kelley, 1972; Robinson v. California, 1962; Wyatt v. Stickney, 1972; Wyatt
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v. Aderholt, 1974). Therefore, POs stigmatizing beliefs towards OMI may result in
potential legal consequences to those jurisdictions that do not address stigma.
Trends in Public Attitudes
Although research between 2010 and 2016 indicated that the majority of
Americans had negative attitudes towards people with mental illness and wanted to limit
their contact with these individuals, there is evidence that public attitudes may be
changing (National Academies of Sciences, Engineering, and Medicine. Report, 2016;
Pescosolido, 2010). A 2017 Harris Poll indicated that a large majority of adults surveyed
believed that having a mental illness is not shameful and that individuals with mental
illnesses can get better (Norton, 2017). Additionally, Louden and colleagues (2018)
found that POs’ stigmatizing attitudes did not result in overestimating risk for OMI,
which indicates a positive trend. However, the same study found that POs rated OMI
higher than offenders without mental health diagnoses and utilized more punitive
responses to violations of court orders. Thus it is difficult to determine if POs continue to
have negative stigmatizing beliefs about OMI or if there are other factors motivating
these more punitive responses.
Further, between May 24 and August 22, 2020, U.S. citizens participated in over
10,000 demonstrations related to systemic injustices in the manner that racial minorities
were treated by the police and court systems (Kaur, 2020). This also led to more
awareness of similar, often overlapping, problems concerning police interactions with
mentally ill or disabled individuals that resulted in unnecessary injuries and deaths at the
hands of police (Doubek, 2017; Hargrove, 2020; King, 2016; Tan, 2020; The Associated
Press, 2020; Treatment Advocacy Center, 2015). Given trends towards better awareness
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of the needs of OMI and greater awareness of systemic injustices, I hypothesized POs
attitudes towards OMI might be positively impacted, as well, which led to the current
study examining juvenile and adult POs’ attitudes towards OMI.
Methods
The current study is a cross-sectional survey examining current or past POs’
attitudes towards individuals with mental illness. The goal of this study was to answer the
following research questions: 1. What are POs’ attitudes towards offenders with mental
illness? 2. Do attitudes of juvenile POs and adult POs differ on the CAMI subscales? 3.
What is the relationship between PO demographic variables and attitudes towards OMI?
The University of Memphis Institutional Review Board (IRB) approved the study prior to
data collection (see Appendix A). Due to small participant numbers (n = 63),
nonparametric statistical tests were utilized for analysis.
Participants
To obtain participants, I posted the survey link to APPA CONNECT, which
serves as the networking page of the American Probation and Parole Association’s
website and sent it to personal contacts who forwarded the survey to POs they know
personally. I also used snowball methods to gain additional participants. Once individuals
agreed to participate, criterion sampling was used to include only those participants who
were either presently serving or retired POs. Given the sampling strategy, I am unable to
report response rates; however, 75 participants began the survey with 63 submitting
completed surveys, for a completion rate of 84%. This is considered a high response rate,
by the National Social Norms Center (Keller, 2014). Twelve surveys were eliminated
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because the participants completed between 25 and 64% of the survey, making the data
unusable.
Of the 63 participants, 43 identified as female (68.25%) and 20 (31.75%)
identified as male. Seven participants (11.11%) identified as African American, 12
(19.05%) identified as Hispanic/Latino, 41 (65.08%) identified as White, and three
(4.76%) identified as “other”. The mean age of participants was 42.6 years (SD = 10.7,
Mdn = 44). Seven (11.11%) currently supervise juveniles, 53 (84.13%) supervise adults,
and 3 (4.76%) currently supervise both adults and juveniles. Thirty-six (57.14%)
participants were assigned a specialty caseload such as “high risk offenders”, “sex
offenders”, “mental health court”, etc. The remaining 27 participants (42.86%) were not
assigned to a specialty caseload. Participants averaged 5.11 years of experience working
with juveniles (SD = 8.75, Mdn = 0, Range = 33) and 12.59 years of experience working
with adults (SD = 10.11, Mdn = 8, Range = 40). Most participants reported prior
experience with OMI (n = 47, 74.60%), with 16 (25.40%) reporting no prior experience
of any kind with OMI. Approximately half of participants (n = 32, 50.79%) had degrees
in criminal justice, five (7.94%) social work, 15 (23.81%) psychology, and 11 (17.46%)
reported having a degree in another field. There were 21 (33.33%) participants from
western states, 16 (25.40%) from southern, 12 (19.05%) from midwestern, and 14
(22.22%) from northeastern states. Participants estimated caseload size averaged 76.98
individuals (SD = 86.76, Mdn = 50, Range = 500). The estimated average age of
participants’ caseloads was 28.92 years (SD = 10.07, Mdn = 30, Range = 50). The
average estimated percentage of participants’ caseloads with mental illness was 55.46%
(SD = 30.20, Mdn = 60.00, Range = 100). The average estimated number of individuals
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with an undiagnosed mental illness on participants’ caseloads was 23.84 (SD = 37.09,
Mdn = 12.00, Range = 250).
Instruments
The present study utilized two instruments. The first was a demographic
questionnaire developed by the research team with assistance from a panel of experts on
community corrections, forensic mental health, and research methodology. The second
instrument was the Community Attitudes Towards the Mentally Ill scale (CAMI) (Dear,
& Taylor, 1979; Taylor & Dear, 1981) which was designed to measure community (nonmental health professional) attitudes towards persons with mental illness. Both
instruments were disseminated as a single web survey. The complete survey is included
in Appendix B.
Demographic Questionnaire. Participant demographic information collected included
age, gender, race/ethnicity, years of experience with juvenile/adult populations in
community corrections, academic background, experience with OMIs, current caseload
size, geographic region of the country worked in, and officer estimates of the prevalence
of mental illness present in their caseloads.
The CAMI. The CAMI consists of four subscales denoting different sentiments towards
those with mental illness. Each subscale consists of 10 statements. Five statements are
pro-sentiment and five are anti-sentiment for each of the subscales (for example; proauthoritarianism or anti-authoritarianism) and this is reflected in the Likert scoring so that
higher scores represent stronger alignment with the sentiment espoused by that particular
subscale (Taylor & Dear, 1981).
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Authoritarianism is defined as “reflecting a view of the mentally ill as an inferior
class requiring coercive handling”. Examples of items from this subscale include, “As
soon as a person shows signs of mental disturbance, he should be hospitalized” as a proauthoritarianism rated item and “Less emphasis should be placed on protecting the public
from the mentally ill” as an anti-authoritarianism rated item. Benevolence is defined as “a
paternalistic, sympathetic view of patients based on humanistic and religious principles”.
Examples of items from this subscale include, “We need to adopt a far more tolerant
attitude toward the mentally ill in our society” as a pro-benevolence rated item and “It is
best to avoid anyone who has mental problems” as an anti-benevolence rated item. Social
Restrictiveness is defined as “viewing the mentally ill as a threat to society”. Examples of
items from this subscale include “I would not want to live next door to someone who has
been mentally ill” as a pro-social restrictiveness rated item, and “mental patients should
be encouraged to assume the responsibilities of normal life” as an anti-social
restrictiveness rated item. Community Mental Health Ideology examines the acceptance
of mental health services within the community. Examples of items from this subscale
include “residents have nothing to fear from people coming into their neighborhood to
obtain mental health services” as a pro-community mental health ideology rated item and
“locating mental health facilities in a residential area downgrades the neighborhood”.
The sample size used in the development of the CAMI was n = 1,090. The
Cronbach’s alpha coefficients reported by Taylor and Dear (1981) are as follows;
authoritarianism (α = 0.68), benevolence (α = 0.76), social restrictiveness (α = 0.80), and
community mental health ideology (α = 0.88). A four-factor orthogonal factor analysis
was then conducted and accounted for 42 percent of the overall variance (Taylor & Dear,
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1981). The psychometrics from the original publication of the CAMI can be found in the
article Scaling Community Attitudes Toward the Mentally Ill (Taylor & Dear, 1981).
Although reliability co-efficient are minimally acceptable for some subscales, the CAMI
was the only validated instrument I was able to find, which community attitudes towards
mental illness, this is a potential limitation in the study, as is the fact that the CAMI was
not normed specifically on POs. However, it has been used in a significant amount of
academic literature concerning attitudes of various groups towards mental illness,
including nurses and law enforcement (Clayfield, et al., 2011; Link, et al., 2004; Morris
et al., 2012).
Data gathering procedures
An informed consent, a description of the research project, and a link to the
survey were sent via a recruitment web posting. The initial recruitment post was made
June 8th, 2020 and follow-up posts were made on June 12th, June 22nd, and June 26th,
2020. A participant incentive was utilized to increase participation. As participants
responded, the completed surveys were stored on the server of the survey software
provider. At the conclusion of the study period, the data was transferred to IBM SPSS
Statistics (Version 26) for analysis. Data gathered was transported and saved on
encrypted USB flash drives which were kept by the primary researcher.
Data analysis
Identifying information was kept separate from the survey results to maintain
anonymity of the participants. Three types of nonparametric analyses were utilized to
examine the data in SPSS, point-biserial correlations, Spearman rank-order correlations,
and Kruskal-Wallis H-tests.
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Point-biserial correlations, the nonparametric equivalent of Pearson product-moment
correlations for examining dichotomous variables, were utilized to examine the
relationship between CAMI scores and which population an officer served (juvenile or
adult), whether the officer was assigned a specialty caseload, gender of probation officer,
and whether they had prior experience with OMI or not.
Spearman rank-order correlations, the nonparametric equivalent of Pearson
product-moment correlations for ordinal variables, were utilized to examine the
relationship between CAMI scores and age of the probation officer, officer years of
experience with adolescents, officer years of experience with adults, caseload size,
estimated average age of caseload, estimated percentage of caseload believed to have a
mental illness, and the estimated number of individuals on the caseload believed to have
an undiagnosed mental illness. All correlational statistics were analyzed as two-tailed
tests. In describing the relationship strength of a correlation, the conventions proposed by
Cohen (1988, 1992) were utilized. Kruskal-Wallis H-tests, the nonparametric equivalent
of the one-way analysis of variance (ANOVA), were utilized to examine the relationship
between CAMI scores and an officer’s race/ethnicity, academic background, and
geographic region of the country in which they had spent most of their career.
Results
Research Question One
1. What are POs’ attitudes towards OMI? Probation officer attitudes towards
OMI were assessed by asking the officers about themselves and their caseloads prior to
the administration of the CAMI. Scoring for each subscale runs from a minimum possible
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score of 10 to a maximum potential score of 50. A gradient denoting different levels of
each sentiment on the CAMI subscales is nonexistent in the literature.
Participants median scores on the benevolence subscale were higher than any
other subscale and were grouped much more closely together than any other subscale
(Mdn = 45, Q1 = 41, Q3 = 46). The next highest median score was for community mental
health ideology (Mdn = 40, Q1 = 33, Q3 = 44). There was a visible separation between
the benevolence and community mental health ideology subscales, and the
authoritarianism and social restrictiveness subscales when examined utilizing a box plot
(see Figure 1). The median authoritarianism score was 20 (Q1 = 17, Q3 = 23) and the
median score of the social restrictiveness subscale was 19 (Q1 = 15, Q3 = 23). These data
indicate that officers espoused stronger attitudes of benevolence and community mental
health ideology than authoritarianism and social restrictiveness overall.
Research Question Two
2. Do attitudes of juvenile POs differ from adult POs on the CAMI? In analyzing
this question, officers who indicated that they worked with both populations were coded
into the “juvenile” group given their exposure to working with juvenile populations.
Results of two-tailed point-biserial correlations indicated no significant
correlations between which population (adult or juvenile) an officer served and any
CAMI scores (rpb(61)CAMI Authoritarianism = .006, p ˃ α = 0.05) (rpb(61)CAMI Benevolence = .035, p ˃
α = 0.05) (rpb(61)CAMI Social Restrictiveness = -.185, p ˃ α = 0.05) (rpb(61)CAMI Community Mental Health
Ideology =

-.012, p ˃ α = 0.05).
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Research Question Three
3.What is the relationship between probation officer demographic variables and
attitudes towards OMI? Each demographic variable is reported in the following
subsections. For a summary of findings see Table 1.
Specialty caseload assignment v. CAMI.
Results of two-tailed point-biserial correlations found no significant correlations
between an officer being assigned a specialty caseload and any CAMI scores (rpb(61)CAMI
Authoritarianism =

-.152, p ˃ α = 0.05) (rpb(61)CAMI Benevolence = .100, p ˃ α = 0.05) (rpb(61)CAMI

Social Restrictiveness =

-.055, p ˃ α = 0.05) (rpb(61)CAMI Community Mental Health Ideology = .154, p ˃ α =

0.05).
Age of probation officer v. CAMI
Results of two-tailed Spearman rank-order correlations demonstrated there were
no significant correlations between officer age and any CAMI scores (rs(61)CAMI
Authoritarianism =
Restrictiveness =

-.024, p ˃ α = 0.05) (rs(61)CAMI Benevolence = -.121, p ˃ α = 0.05) (rs(61)CAMI Social

.054, p ˃ α = 0.05) (rs(61)CAMI Community Mental Health Ideology = -.046, p ˃ α = 0.05).

Gender of probation officer v. CAMI
Results of two-tailed point-biserial correlations indicated no significant
correlations between officer gender and any CAMI scores (rpb(61)CAMI Authoritarianism = -.188,
p ˃ α = 0.05) (rpb(61)CAMI Benevolence = .047, p ˃ α = 0.05) (rpb(61)CAMI Social Restrictiveness = -.190,
p ˃ α = 0.05) (rpb(61)CAMI Community Mental Health Ideology = .045, p ˃ α = 0.05).
Race/Ethnicity of probation officer v. CAMI
Three racial/ethnic groupings were compared: African American (nAA = 7),
Hispanic/Latino (nHL = 12), and White (nW = 41). Results from Kruskal-Wallis H-tests
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found no significant differences exist when examining race/ethnicity against any of the
subscales, (H(2)Authoritarianism = 3.161, p ˃ α = 0.05) (H(2)Benevolence = 0.058, p ˃ α = 0.05)
(H(2)social restrictiveness = 3.928, p ˃ α = 0.05) (H(2) community mental health ideology = 2.430, p ˃ α =
0.05). While three participants responded as “other” for the race/ethnicity demographic
question on the study instrument, it constituted an insufficiently large group to be
appropriate in this analysis.
Years of experience with adolescents v. CAMI
Results of two-tailed Spearman rank-order correlations showed no significant
correlations between years of officer experience with adolescents and any CAMI scores
(rs(61)CAMI Authoritarianism = -.083, p ˃ α = 0.05) (rs(61)CAMI Benevolence = .016, p ˃ α = 0.05)
(rs(61)CAMI Social Restrictiveness = .119, ˃ α = 0.05) (rs(61)CAMI Community Mental Health Ideology = -.097, p
˃ α = 0.05).
Years of experience with adults v. CAMI
Results of two-tailed Spearman rank-order correlations found no significant
correlations between years of officer experience with adults and any CAMI scores
(rs(61)CAMI Authoritarianism = -.037, p ˃ α = 0.05) (rs(61)CAMI Benevolence = -.019, p ˃ α = 0.05)
(rs(61)CAMI Social Restrictiveness = -.044, p ˃ α = 0.05) (rs(61)CAMI Community Mental Health Ideology = -.059,
p ˃ α = 0.05).
Prior experience with OMI v. CAMI
Results of two-tailed point-biserial correlations did not indicate significant
correlations between officers having prior experience with OMI and any CAMI scores
(rpb(61)CAMI Authoritarianism = -.220, p ˃ α = 0.05) (rpb(61)CAMI Benevolence = -.074, p ˃ α = 0.05)
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(rpb(61)CAMI Social Restrictiveness = -.126, p ˃ α = 0.05) (rpb(61)CAMI Community Mental Health Ideology =
.179, p ˃ α = 0.05).
Academic background v. CAMI
Four academic backgrounds were compared: criminal justice (nCJ = 32), social
work (nSW = 5), psychology (nP = 15), and Other (nO = 11). Results of Kruskal-Wallis Htests found no significant differences exist when examining academic background against
any CAMI scores (H(3)Authoritarianism = 3.097, p ˃ α = 0.05) (H(3)Benevolence = 2.287, p ˃ α =
0.05) (H(3)social restrictiveness = 3.973, p ˃ α = 0.05) (H(3) community mental health ideology = 4.160, p ˃
α = 0.05).
Geographic region v. CAMI
Four geographic regions were compared: western (nW = 21), southern (nS = 16),
midwestern (nMW = 12), and northeastern (nNE = 14). Kruskal-Wallis H-tests indicated no
significant differences exist when examining geographic region against any CAMI scores
(H(3)Authoritarianism = 1.610, p ˃ α = 0.05) (H(3)Benevolence = 5.247, p ˃ α = 0.05) (H(3)social
restrictiveness

= 1.373, p ˃ α = 0.05) (H(3) community mental health ideology = 4.224, p ˃ α = 0.05).

Caseload size v. CAMI
Results of two-tailed Spearman rank-order correlations noted no significant
correlations between officer caseload size and any CAMI scores (rs(60)CAMI Authoritarianism =
.117, p ˃ α = 0.05) (rs(60)CAMI Benevolence = .030, p ˃ α = 0.05) (rs(60)CAMI Social Restrictiveness =
.101, p ˃ α = 0.05) (rs(60)CAMI Community Mental Health Ideology = -.238, p ˃ α = 0.05).
Estimated average age of caseload v. CAMI
Results of two-tailed Spearman rank-order correlations showed no significant
correlations between an officer’s estimate of their caseload’s average age and any CAMI

15

scores (rs(60)CAMI Authoritarianism = .007, p ˃ α = 0.05) (rs(60)CAMI Benevolence = .126, p ˃ α = 0.05)
(rs(60)CAMI Social Restrictiveness = .028, p ˃ α = 0.05) (rs(60)CAMI Community Mental Health Ideology = -.180,
p ˃ α = 0.05).
Estimated percentage of caseload believed to have MI v. CAMI
Results of two-tailed Spearman rank-order correlations found no significant
correlation between the estimated percentage of an officer’s caseload with mental illness
and the benevolence subscale (rs(61)CAMI Benevolence = .230, p ˃ α = 0.05). Significant
correlations were found between the estimated percentage of an officer’s caseload with
mental illness and the authoritarianism, social restrictiveness, and community mental
health ideology subscales, (rs(61)CAMI Authoritarianism = -.345, p < α = 0.01) (rs(61)CAMI Social
Restrictiveness =

-.311, p < α = 0.05) (rs(61)CAMI Community Mental Health Ideology = .435, p < α =

0.001). Based on these data, we can state there are moderate decreases in attitudes of
authoritarianism and social restrictiveness as the estimated percentage increases. We can
also state that there is a moderate increase in attitudes of community mental health
ideology as the estimated percentage increases.
Estimated number of individuals on caseload believed to have undiagnosed MI v.
CAMI
Results of two-tailed Spearman rank-order correlations indicated no significant
correlations between the estimated number of individuals on an officer’s caseload with
undiagnosed mental illness and the authoritarianism, benevolence, or social
restrictiveness subscales, (rs(61)CAMI Authoritarianism = .084, p ˃ α = 0.05) (rs(61)CAMI Benevolence =
-.036, p ˃ α = 0.05) (rs(61)CAMI Social Restrictiveness = .059, p ˃ α = 0.05). A significant
correlation was found between the estimated number of individuals on an officer’s
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caseload with undiagnosed mental illness and the community mental health ideology
subscale, (rs(61)CAMI Community Mental Health Ideology = -.332, p < α = 0.01). Based on these data,
we can state there is a moderate decrease in attitudes of community mental health
ideology as the estimated number of undiagnosed individuals increases.
Discussion
Based on the data analysis, PO’s attitudes towards OMI did not differ based on
whether their caseload was composed of juvenile or adult offenders. Similarly, there were
few significant differences in attitudes compared to the demographic data analyzed.
However, as officers estimated a greater percentage of their caseloads to have diagnoses
for mental illness, their responses revealed moderate decreases in attitudes of
Authoritarianism and Social Restrictiveness. Both scales indicate stigmatizing beliefs
towards OMI. Additionally, results demonstrate moderate increases in attitudes of
Community Mental Health Ideology as the estimated percentage of diagnosed OMI as
one’s caseload increased. This could indicate a greater awareness of the needs of OMI
among POs who report more of their caseload to have diagnosed mental illness. Further,
it is possible that this awareness correlates with positive attitudes towards treatment and a
belief that OMI should be integrated into the community.
However, the results demonstrate moderate decreases in PO’s attitudes of
Community Mental Health Ideology when POs estimated that their caseloads had higher
numbers of undiagnosed OMI. It is important for counselors to be aware that since the
1970’s, those working in the justice system have recognized that they fill gaps in the
mental healthcare system (Abramson, 1972; Torrey et al., 2014). Therefore, the more
officers believe that individuals are left undiagnosed, the less they may believe in the
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efficacy of community integration of mental health services because undiagnosed OMI
result in higher PO caseloads with more complex needs, which they have to manage.
Future research would benefit from examining what resources POs have at their disposal
and how such availability impacts beliefs held towards community integration of mental
health services.
This indicates an area of advocacy for professional counselors who serve OMI.
Specifically, counselors may wish to provide more education about their services and
work to build cooperative relationships with POs. Stronger relationships help counselors
and POs better coordinate and facilitate mental health services for OMI (Roskes &
Feldman, 1999). Otherwise, the trend of POs providing these services directly, rather than
referring out for mental health treatment may continue (Roskes & Feldman, 1999; Slate
et al., 2005; Tomar et al., 2017). This is a social advocacy concern, as well, given that
POs have little or no training in assessment, diagnosis, and treatment of mental health
disorders, much less counseling skills training or supervised practice, which counselors
complete to prepare for their complex roles of mental health providers (CACREP, 2016).
Additionally, there tends to be high numbers of racial and ethnic minorities and
individuals from low SES backgrounds who traditionally lack access to competent mental
healthcare, among offender populations (Nellis, 2016). Therefore, as an ethical concern,
counselors working towards social justice for OMI should advocate for appropriate
services, consistent with OMI’s constitutional rights to appropriate, competent treatment
for mental illness under the due process rights articulated in the 8th and 14th amendments
(ACA, 2014; Dau & Norian, 2018; Ratts et al., 2015).
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Overall, participants scored much higher on the subscales of Benevolence and
Community Mental Health Ideology than on Authoritarianism and Social Restrictiveness.
These findings suggest that overall POs believe that OMI deserve compassionate care
that is integrated into the community. A visual analysis of boxplots illustrates both
Benevolence and Community Mental Health Ideology subscale scores are near the top
possible scores on the instrument; whereas, the Authoritarianism and Social
Restrictiveness subscale scores are near the bottom of possible scores, indicating
extremely positive attitudes towards OMI. When considering the visual analysis, in
contrast with previous literature on probation officers’ attitudes towards OMI, we must
be cautious when interpreting this data because the data may indicate that the study’s
participants may have manipulated their answers to demonstrate overly positive views
towards OMI (Eno Louden et al., 2018). One element the reader must consider regarding
context is that this study was conducted in the summer of 2020 when there were large
scale grass roots protests of systemic racism and officer abuses within the criminal justice
system (Kaur, 2020). This display of cultural shift in national attitudes may have
influenced the participants’ responses. Therefore, the data could be an accurate reflection
of POs increased awareness of the unique challenges and needs OMI face, or it could
reflect a sensitivity to potential negative public opinion, if they revealed fewer positive
attitudes. As such, it would be helpful to conduct this survey again a year later to evaluate
if the results remain constant over time.
To explain further, the Benevolence subscale indicates that correctional officers
who completed the survey hold the prevailing perception that they should have a
paternalistic sympathetic view of OMI based on the officers’ desire to be a ‘good person’
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from an moral or ethical perspective. This is further supported by the results indicating
exceptionally low scores on the Authoritarianism subscale, which assesses attitudes,
which reflect beliefs of OMI as inferior and needing coercive handling. Within a
correctional context, these results suggest that POs are more likely to approach OMI with
an attitude that they understand that the offender’s behavior is more likely a result of their
mental illness, requiring support, compassion, and connection with mental health
services. This progressive approach is encouraging for mental health advocates, if
accurate.
However, these results contrast with existing literature indicating that PO’s
perceive OMI as a uniformly high-risk group when compared to offenders without mental
illness and literature indicating a tendency among POs to overestimate the recidivism
rates of OMI (Eno Louden et al., 2018). The findings further contrast with literature that
PO’s stigmatizing attitudes also contribute to their beliefs that using limited resources on
therapeutic measures for OMI is wasteful, as well as literature indicating that these
attitudes lead POs to implement more punitive consequences with OMI than they do with
offenders who do not have mental illness, even if the two groups share the same risk level
on standard actuarial risk assessments (Eno Louden & Skeem, 2013; Eno Louden et al.,
2018; Ricks & Eno Louden, 2015).
Alternatively, it is important to note that these results, are consistent with the
trend towards use of specialized mental health courts, drug courts, etc. and specialized
correctional officer caseloads over the past 20 years (Butts et al., 2012; Mitchell, 2011;
Moore, 2016; Weisburd et al., 2016). Combined with the recent improved attitudes of the
general public towards OMI, the profession can be cautiously optimistic that POs have a
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better understanding of the unique needs of OMI and recognize that competent mental
health interventions by qualified professional counselors is the optimal intervention
(Norton, 2017; Pescosolido, 2010).
Further, we notice that probation officers have much higher scores on the
Community Mental Health Ideology subscale and are therefore likely to believe that
mental healthcare should be embedded within the community. This is contrasted with the
Social Restrictiveness subscale, which officers scored much lower on, indicating the
minority perception of OMI as a threat to society, requiring mental health treatment to be
in more restrictive environments away from the general community. In a correctional
context, if accurate, these results suggest that most POs would favor integration of mental
health services within the community for OMI, rather than advocating for jail or prison
confinement. Therefore, professional counselors advocating for OMI would likely find a
positive reception if they were to seek partnerships with POs in providing appropriate
mental health supports for OMI in the community.
Although it may be true that the current socio-political context is motivating
decreased stigma towards benevolence than historically exhibited, if we look closely, the
data reveal significantly increased positive attitudes specifically when officers reported
having higher numbers of OMI on their caseloads, as evidenced by higher scores on
Community Mental Health Ideology,. Therefore, with more exposure to OMI, officers
appear to be more sensitive to their unique mental health needs, which is consistent with
the literature on attitudes towards mental illness, in general (Frailing & Slate, 2016).
Interestingly, however, when officers reported having more undiagnosed OMI on
their caseloads, they demonstrated significantly more negative attitudes towards OMI, as
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evidenced by lower scores on the same subscale (Community Mental Health Ideology).
This subscale measures things like a belief that OMI should be integrated into the
community and supportive attitudes towards treatment for OMI. It may be helpful to
consider these results in the context of literature demonstrating that criminal justice and
criminology students’ attitudes towards persons with mental illness are more positive
following education relevant to mental health issues within the criminal justice system
(Frailing & Slate, 2016). As such, professional counselors may contribute to decreasing
negative stigma toward OMI among POs through providing continuing education
workshops targeting POs with high caseloads of individuals with undiagnosed mental
illness. Additionally, counselors can work with court systems and probation to improve
identification of OMI, as well as teaching police officers through Crisis Intervention
Team (CIT) training to increase diversion of OMI to treatment rather than arresting them
(James & Gilliland, 2017).
Taken together, it appears that POs view OMI as a population deserving
compassion and needing competent mental health intervention. Given the influence that
POs have on an individual’s case following adjudication, this is encouraging because if
OMI can gain access to needed mental health services, they are less likely to recidivate
(Cullen, et al., 2012; Torrey, et al., 2017; Wikoff, et al., 2012). Additionally, the literature
demonstrates that the longer an offender can avoid recidivating, the less likely they are to
recidivate over time (Cullen, et al., 2012; Torrey, et al., 2017; Wikoff, et al., 2012).
Evidence also supports specialized courts and programs designed to address the special
needs of specific offender populations because they show promise in reducing recidivism
and overall involvement in the criminal justice system (SAMHSA, 2015; Weisburd et al.,
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2016). However, these programs need further research and a greater number of
experimental and randomized controlled trials to better “prove” efficacy (SAMHSA,
2015; Weisburd et al., 2016).
Overall, my findings indicate a positive trend in PO attitudes towards OMI. There
are also professional advocacy implications for counselors and counselor educators.
Additionally, there are social justice advocacy implications for counselors working with
OMI. Finally, there are a number of research-related implications. Each of these is
discussed below.
Limitations
The study has several limitations. Although more than sufficient for nonparametric statistical analysis, the study has a small number participants (n = 63).While
there was a relatively high completion rate among participants who started the survey
(84%), I was unable to determine exactly how many potential participants were exposed
to the recruitment materials in order to calculate a response rate. This should be taken
into consideration when generalizing the findings of this study to a wider population of
POs.
Additionally, as with any study utilizing voluntary participants, there is a
possibility of response bias. The 63 participants who completed the survey may be
categorized as more inclined to participate. This may be due to a participant feeling
strongly about the survey topic, being more involved in professional engagement and
research, etc. The study also took place during June 2020. As previously mentioned,
during this period large-scale public protests brought law enforcement and criminal
justice agencies under intense scrutiny. It is impossible to tell exactly how this
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environment may have influenced participants during the study, but it is possible that
they may have felt compelled to answer in ways deemed more socially desirable. This
could have led to a possible ceiling effect on the Benevolence and Community Mental
Health Ideology subscales and a floor effect on the Social Restrictiveness and
Authoritarianism subscales illustrated in visual analysis of the boxplots. Therefore, future
research is warranted to explore the accuracy of these findings.
Additionally, while some participant demographics were more equitably
distributed, such as the geographic area in which a participant had spent most of their
career, other demographics studied were skewed in their distributions. This may limit the
generalizability of the study’s findings. For instance, the ratio of participants who worked
with adults (n = 53) was five times that of those who worked with juveniles (n = 10). A
greater number of probation officers experienced in working with juveniles is needed to
examine any differences in POs with juvenile caseloads versus those with adult
caseloads. However, my preliminary findings suggest that the pro-mental health attitudes
do not differ significantly based on whether an officer works with adults or juveniles.
Similarly, the largest participant group was white females (n = 28), with the next highest
being white males (n = 13). More diversity among participants in future research would
improve the representativeness of the sample of probation officers surveyed and therefore
increase generalizability of results.
A final limitation is that the CAMI, originally published in 1981, with many of its
items stemming from scales originating from as early as the 1950’s, uses some outdated
terminology and concepts (Taylor & Dear, 1981). Items such as “the mentally ill should
be isolated from the rest of the community” and “mental patients need the same kind of
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control and discipline as a young child” is dated. While maintaining the original format
helps ensure that the psychometrics of the scale are consistent, the language may be a
limitation. Conducting psychometric evaluation of the CAMI may be in order,
additionally, this may suggest the need to develop a contemporary instrument for
measuring attitudes toward OMI.
Implications
As indicated in the discussion, my findings suggest that counseling professionals
have several professional advocacy opportunities. Currently, for instance, many probation
agencies attempt to provide mental health intervention within the agency with POs
providing services (Roskes & Feldman, 1999; Slate et al., 2005; Tomar et al., 2017).
Although it appears from this study’s findings that identifying and diagnosing OMI leads
to improved attitudes among POs towards OMI, these individuals are not trained to
assess, diagnose, or treat mental health issues, particularly if they include complex
constellations of co-morbid disorders including substance use disorders, personality
disorders, trauma, and other mental health concerns like counselors are (CACREP, 2016).
This indicates several potential implications for professional counselors.
One implication is that counselors have a professional advocacy opportunity to
educate judges who often place treatment needs in probation orders, as well as direct
training with POs. One example is that counselor educators can provide workshops or
even cross-listed forensic mental health counseling coursework for criminal justice,
bachelors social work, or law students to improve their understanding of the complexities
involved in identifying, assessing, diagnosing, and treating mental health issues. Through
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this, counselor educators can advocate for appropriate, competent services by trained
mental health counselors.
Similarly, counselors in the community may offer to provide continuing education
to judges, treatment courts, and probation agencies on issues related to OMI. Providing
continuing education for judges and attorneys who represent OMI, for instance, can
include a component on how to word probation orders in a manner that ensures
competent treatment by a trained and licensed mental health professional, or one under
supervision of a licensed professional. From a social advocacy perspective, improving
access to mental health care for those minorities and low SES OMI who are at a
disadvantage currently would improve their overall outcomes and likely lead to reduced
recidivism and improved quality of life. Client advocacy is consistent with both the ACA
Code of Ethics (ACA, 2014) and the social justice and multicultural core counseling
competencies (CACREP, 2020).
Another training opportunity for professional counselors that may improve
stigmatizing beliefs towards OMI include supporting and participating in local Crisis
Intervention Team (CIT) training for police officers and correctional professionals (James
& Gilliland, 2017). CIT formalizes alliances between the mental health professionals and
law enforcement officers, who are thrust into the role of de facto mental health care first
responder, not unlike POs. CIT training utilizes professionals and experts from mental
health as well as members of the community with mental illness to work together in
providing training to law enforcement (James & Gilliland, 2017). One goal of CIT
training is diversion of mentally ill citizens to treatment, rather than arresting them.
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Improving police officer’s understanding of and support for mental health interventions
may reduce the caseloads of OMI that POs currently have.
Further, building these relationships over time may provide opportunities for
counselors to coordinate services with courts and probation. perhaps even integrate
services within the treatment court model or provide services at the probation agencies.
Counselors could work with probation agencies and treatment courts to seek grant
funding to support integrated mental health services by professional counselors, and
counselor educators could provide program evaluation and research services to further
support this as evidence-based practice.
As discussed above, given the socio-political context within which this survey
was administered, it would be helpful to conduct a similar study after some time has
passed to examine the reliability of these findings. Similarly, pre- and post-test research
related to advocacy and continuing education efforts may be helpful in fully
understanding how the profession can reduce stigma associated with OMI. Finally, it is
important to see if the attitudes observed in the present study can be corroborated among
a more representative sample of probation officers in order to improve generalizability of
the findings. Finally, researchers should explore whether attitudes towards OMI change
with educational interventions and how these attitudes directly influence the nature of
recommendations made to the courts about OMI.
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Note. The information in the parenthases denotes statistical test and degrees of freedom. E.g. (rpb(61)) denotes a Point-Biserial Correlation with 61 degrees of freedom .
* p ˂ .05. ** p ˂ .01. *** p ˂ .001

Significance of Relationship Between Variable and CAMI Subscale
Variable
Authoritarianism Benevolence Social Restrictiveness Community Mental Health Ideology
specialty caseload assignment (rpb(61))
-.152
.100
-.055
.154
age of probation officer (rs(61))
-.024
-.121
.054
-.046
gender of probation officer (rpb(61))
-.188
.047
-.190
.045
race/ethnicity of probation officer (H(2))
3.161
.058
3.928
2.43
years of experience with adolescents (rs(61))
-.083
.016
.119
-.097
years of experience with adults (rs(61))
-.037
-.019
-.044
-.059
prior experience with OMI (rpb(61))
-.220
-.074
-.126
.179
academic background (H(3))
3.097
2.287
3.973
4.160
geographic region (H(3))
1.610
5.247
1.373
4.224
caseload size (rs(60))
.117
.030
.101
-.238
estimated average age of caseload (rs(60))
.007
.126
.028
-.180
estimated percentage of caseload believed to
have MI (rs(61))
-.345**
.230
-.311*
.435***
estimated number of individuals on caseload
believed to have undiagnosed MI (rs(61))
.084
-.036
.059
-.332**

Table 1

Figure 1
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APPENDIX B
Attitudes Towards Offenders with Mental Illness Survey Instrument
Consent to Participate in a Research Study
An Examination of Probation Officer Attitudes Towards Juvenile and Adult
Offenders with Mental Illness
WHY ARE YOU BEING INVITED TO TAKE PART IN THIS RESEARCH?
You are being asked to participate in a research study. The box below highlights key
information for you to consider when deciding if you want to participate. More detailed
information is provided below the box. Please ask the researcher(s) any questions about
the study before you make your decision. If you volunteer, you will be one of about 300
people to do so.
WHO IS DOING THE STUDY?
The person in charge of this study is Mike Skirius (Lead Investigator, LI) of University of
Memphis Department of Counseling, Educational Psychology and Research. He is being
guided in this research by Dr. Leigh Holman.
WHAT IS THE PURPOSE OF THIS STUDY?
The purpose of this research is to analyze attitudes towards offenders with mental illness
among juvenile and adult probation officers.
ARE THERE REASONS WHY YOU SHOULD NOT TAKE PART IN THIS STUDY?
You should not take part in this study if you meet one of the following criteria: you are
not currently serving as a probation officer or have not previously served as a probation
officer, or if you simply do not want to participate.
WHERE IS THE STUDY GOING TO TAKE PLACE AND HOW LONG WILL IT
LAST?
The research procedures will be conducted online. The survey should take approximately
10 minutes to complete.
WHAT WILL YOU BE ASKED TO DO?
You will be asked to complete an online survey (50 questions total), in which neither
names nor IP addresses are collected. At the end of the survey, you may choose to submit
an email address of your choice for entry into drawings for one of three Amazon eGift
Cards. The survey will be conducted utilizing Qualtrics, a company that helps with
research data collection to help maximize anonymity. You will only be asked to complete
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one survey. The information collected from the survey will be used in aggregate form,
and no survey will be examined individually for this study.
WHAT ARE THE POSSIBLE RISKS AND DISCOMFORTS?
To the best of our knowledge, the things you will be doing have no more risk of harm
than you would experience in everyday life.
WILL YOU BENEFIT FROM TAKING PART IN THIS STUDY?
You are not guaranteed any personal benefit from taking part in this study. You may
complete a survey and submit an email for a chance to win an Amazon eGift Card. Your
willingness to take part may, in the future, help society as a whole better understand this
research topic.
DO YOU HAVE TO TAKE PART IN THE STUDY?
If you decide to take part in the study, it should be because you really want to
volunteer. You will not lose any benefits or rights you would normally have if you
choose not to volunteer. You can stop at any time during the study and still keep the
benefits and rights you had before volunteering.
IF YOU DON’T WANT TO TAKE PART IN THE STUDY, ARE THERE OTHER
CHOICES? If you do not want to be in the study, there are no other choices except not to
take part in the study.
WHAT WILL IT COST YOU TO PARTICIPATE?
There are no costs associated with taking part in the study.
WILL YOU RECEIVE ANY REWARDS FOR TAKING PART IN THIS STUDY?
· If you would like to enter into the drawings for an Amazon eGift Card, please list the
email address you would like the eGift Card to be sent to if you are drawn as the winner
in the space provided at the end of the survey. If you submit a completed survey by
Monday, June 15th, 2020 you will be entered into the drawing for the $30 eGift Card. If
you are not selected for that drawing, you will be automatically entered into the
remaining two drawings. Submissions by Monday, June 22nd, 2020 will be eligible for
the $20 eGift Card drawing. If you are not selected, you will be automatically entered
into the last drawing for the $10 eGift Card. To be entered into the $10 eGift Card
drawing, please submit your survey by Monday, June 29th, 2020.
· Only email addresses from completed surveys will be considered for entry into the
eGift Card drawings. A completed survey is one that is not missing responses for any
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items. The survey is built to notify you if there have been any questions unanswered
before continuation to the next page of the survey.
WHO WILL SEE THE INFORMATION THAT YOU GIVE?
We will make every effort to keep private all research records to the extent allowed by
law. Only investigators will have access to raw data. Your information will be combined
with information from other people taking part in the study. There will be no way to
identify you or your specific survey responses. Data collected from this study will be
kept on a password protected and encrypted computer.
CAN YOUR TAKING PART IN THE STUDY END EARLY?
If you decide to take part in the study you still have the right to decide at any time that
you no longer want to continue. You will not be treated differently if you decide to stop
taking part in the study.
WHAT IF YOU HAVE QUESTIONS, SUGGESTIONS, CONCERNS, OR
COMPLAINTS? Before you decide to volunteer for this study, please ask any questions
that might come to mind. Later, if you have questions, suggestions, concerns, or
complaints about the study, you can contact the investigator, Michael Skirius at
msskrius@memphis.edu or Dr. Leigh Falls Holman at lfalls@memphis.edu. If you have
any questions about your rights as a volunteer in this research, contact the Institutional
Review Board staff at the University of Memphis at 901-678-2705 or email
irb@memphis.edu. This consent is available for printing.
o

Yes, I consent to participating in the survey

o

No, I will not participate in the survey

End of Block: Informed Consent
Start of Block: P.O. Demographics
The following questions ask about you and your experience in community corrections.
Some questions ask you to enter a response such as age and years of experience, and
require a numerical answer. Others ask for a description. Please respond to items asking
for a description with the titles/names that you use in your professional role.
Which probationary population do you currently supervise?
o

Juveniles

o

Adults

o

Both juveniles and adults
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Are you assigned a specialty caseload such as "High-Risk", "Sex Offenders", or another
designation? If so, please indicate the specialty type.
o

No

o Yes, please indicate below
________________________________________________

What is your age?
________________________________________________________________

What is your gender?
o

Male

o

Female

o Other, please indicate below
________________________________________________

What is your race/ethnicity?
o

African American

o

Asian/Pacific Islander

o

Hispanic/Latino

o

White

o Other, please indicate below
________________________________________________

Page Break
How many years of experience total do you have working with children/adolescents in
community corrections?
________________________________________________________________
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How many years of experience total do you have working with adults in community
corrections?
________________________________________________________________

Do you have prior experience working with offenders with mental illness? If so, please
indicate the nature of your experience, such as agency training, academic courses, or onthe-job-experience.
o

No

o

Yes ________________________________________________

What is your academic background?
o

Criminal Justice

o

Social Work

o

Psychology

o

Other ________________________________________________

Which general geographic region of the country have you spent most of your career?
o

Western

o

Southern

o

Midwestern

o

Northeastern

Page Break
How large is your current caseload, according to your best estimate?
________________________________________________________________

47

What is the average age of your caseload, according to your best estimate?
________________________________________________________________

Using the definition of mental illness as "a disorder that affects mood, thinking, and/or
behavior, such as but not limited to depression, anxiety, schizophrenia, eating disorders,
or addictive behaviors", what percentage of your caseload do you believe to have a
mental illness?
0 10 20 30 40 50 60 70 80 90 100
Percentage of caseload believed to
have mental illness.

Utilizing the definition of mental illness from the previous question, how many
individuals on your caseload do you suspect have an undiagnosed mental illness?
________________________________________________________________
End of Block: P.O. Demographics
Start of Block: CAMI Questions
For the following questions, please read the following statements regarding mental illness
and rate your level of agreement to the statement (Strongly agree to Strongly disagree).

As soon as a person shows signs of mental disturbance, he should be hospitalized.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree
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More tax money should be spent on the care and treatment of the mentally ill.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree

The mentally ill should be isolated from the rest of the community.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree

The best therapy for many mental patients is to be part of a normal community.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree

Mental illness is an illness like any other.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree

Page Break
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The mentally ill are a burden on society.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree

The mentally ill are far less of a danger than most people suppose.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree

Locating mental health facilities in a residential area downgrades the neighborhood.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree

There is something about the mentally ill that makes it easy to tell them from normal
people.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree
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The mentally ill have for too long been the subject of ridicule.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree

Page Break
A woman would be foolish to marry a man who has suffered from mental illness, even
though he seems fully recovered.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree

As far as possible mental health services should be provided through community-based
facilities.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree

Less emphasis should be placed on protecting the public from the mentally ill.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree
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Increased spending on mental health services is a waste of tax dollars.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree

No one has the right to exclude the mentally ill from their neighborhood.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree

Page Break
Having mental patients living within residential neighborhoods might be good therapy,
but the risks to residents are too great.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree

Mental patients need the same kind of control and discipline as a young child.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree
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We need to adopt a far more tolerant attitude toward the mentally ill in our society.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree

I would not want to live next door to someone who has been mentally ill.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree

Residents should accept the location of mental health facilities in their neighborhood to
serve the needs of the local community.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree

Page Break
The mentally ill should not be treated as outcasts of society.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree
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There are sufficient existing services for the mentally ill.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree

Mental patients should be encouraged to assume the responsibilities of normal life.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree

Local residents have good reason to resist the location of mental health services in their
neighborhood.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree

The best way to handle the mentally ill is to keep them behind locked doors.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree

Page Break

54

Our mental hospitals seem more like prisons than like places where the mentally ill can
be cared for.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree

Anyone with a history of mental problems should be excluded from taking public office.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree

Locating mental health services in residential neighborhoods does not endanger local
residents.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree

Mental hospitals are an outdated means of treating the mentally ill.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree
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The mentally ill do not deserve our sympathy.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree

Page Break
The mentally ill should not be denied their individual rights.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree

Mental health facilities should be kept out of residential neighborhoods.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree

One of the main causes of mental illness is a lack of self-discipline and will power.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree
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We have the responsibility to provide the best possible care for the mentally ill.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree

The mentally ill should not be given any responsibility.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree

Page Break
Residents have nothing to fear from people coming into their neighborhood to obtain
mental health services.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree

Virtually anyone can become mentally ill.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree
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It is best to avoid anyone who has mental problems.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree

Most women who were once patients in a mental hospital can be trusted as baby sitters.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree

It is frightening to think of people with mental problems living in residential
neighborhoods.
o

Strongly agree

o

Somewhat agree

o

Neither agree nor disagree

o

Somewhat disagree

o

Strongly disagree

End of Block: CAMI Questions
Start of Block: Participant Incentive Information
If you would like to enter into the drawings for an Amazon eGift Card, please list the
email address you would like the eGift Card to be sent to if you are drawn as the winner
after selecting the "next" arrow on the bottom right. The full details of the drawing
process are outlined in the Informed Consent. If you submit a completed survey by June
15th, you will be entered into the drawing for the $30 eGift Card. If you are not selected
for that drawing, you will be automatically entered into the remaining two drawings.
Submissions by June 22nd will be eligible for the $20 eGift Card drawing. If you are not
selected, you will be automatically entered into the last drawing for the $10 eGift Card.
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To be entered into the $10 eGift Card drawing, please submit your survey by June 29th.
Questions or concerns regarding this study and the drawing can be directed to Mike
Skirius, M.S., N.C.C. at msskrius@memphis.edu or the Institutional Review Board staff
at the University of Memphis at 901-678-2705 or email irb@memphis.edu.
To enter your email address, please click the "next" arrow where you will be directed to
a space in which to enter your email address. If you do not want to participate in the
drawing simply leave the response area blank. The survey is formatted to store email
addresses and responses separately so they cannot be linked together.
End of Block: Participant Incentive Information
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